Abstract
OBJECTIVES: While standardized protocols have been shown to improve safety in aviation and multidisciplinary care improves outcomes in oncologic surgery, a standardized multidisciplinary pathway for the treatment of rAAA has not yet been described. We aim to describe and evaluate a standardized clinical pathway for the care of rAAA. METHODS: Since 2002 our institution has managed an average of 30 rAAA per year. In 2007 we developed and initiated a multidisciplinary clinical pathway to aid in expediting care of patients with rAAA from initial presentation at the referring facility to definitive care. This pathway includes electronic publication of prehospital care protocols for referring providers as well as streamlined system for electronic transfer of outside imaging and records. We have initiated protocols for prehospital and transfer providers including guidelines for permissive hypotension as well as emergent patient registration, emergency department bypass and transfer directly to the operating room once the patient arrives at our institution. Circulating and scrub nurse protocols for education and OR preparation are in place, as well as anesthetic guidelines including delay of induction until proximal aortic control is achieved. Finally, the rEVAR procedure and post-operative transfer of care is outlined in detail to achieve optimal patient outcomes. RESULTS: Before initiation of the multidisciplinary pathway, 131 patients with rAAA presented between 2002 and 2007. 128 of these patients were treated with open surgical repair (OSR) with 30-day mortality rate of 57.8%. After initiation of our multidisciplinary clinical pathway, 118 patients presented with rAAA between July 2007 and February 2012. 100 were treated surgically, and 72 survived to discharge with an overall 30-day mortality of 28%. Subset analysis revealed 21 of 39 patients treated with OSR survived with 30-day mortality of 46% and 51 of 61 patients treated with EVAR survived with 30 day mortality of 16%. CONCLUSIONS: RAAA remains a clinical challenge despite advances in pre, intra and postoperative care. While adherence to protocols across multiple sites and specialties can be difficult, standardization of a multidisciplinary clinical pathway from prehospital transfer through postoperative ICU care is associated with improved patient outcomes following open and endovascular repair of rAAA suggesting there is benefit beyond the "EVAR first protocol" to a standardized multidisciplinary pathway.
2 ). Wound-healing (mean +/-se) favored the MWC arm (426.1 +/-31.1 versus 610 +/-91 days), which was not statistically significant (HR=1.33; 95% CI, 0.54, 3.28; p=0.53, Χ 2 ). Multivariate analysis revealed the following independently predicted AFS: revascularization (HR=2.94; 95% CI 1.48, 5.84; p<0.01, Χ 2 ); treatment by the MWC (HR=1.99; 95% CI 1.23, 3.21; p<0.01); and baseline independent ambulation (HR=2.40, 95% CI 1.60, 3.60; p<0.01). CONCLUSIONS: Multi-disciplinary care for CLI patients durably improves AFS by a factor of two, and should be the standard of care for the CLI population. Wound healing remains prolonged regardless of pre-operative or post-operative wound care. Future study is required to evaluate the costs and functional outcomes for MWC for CLI patients.
OBJECTIVE:
Thoracic endovascular aortic repair (TEVAR) frequently involves a proximal landing zone in the inner curvature of the distal aortic arch, potentially causing a bird-beak configuration. Bird-beak has been associated with endoleaks after TEVAR. This study quantitatively evaluates impact of TEVAR on aortic hemodynamics, with special focus on bird-beak. METHODS: Pre-and postoperative computed tomography angiography from a patient treated with TEVAR for post-dissecting thoracic aneurysm was used to evaluate the anatomical changes induced by TEVAR and to generate the computational network essential for computational fluid dynamics (CFD) analysis. This analysis was focused on bird-beak configuration, flow distribution in supra aortic branches with (partial) coverage of the origin of the left subclavian artery (LSA) and stenosis in the distal descending thoracic aorta due to compression of the true lumen by the false lumen. Three different CFD analyses, cases A-C, (A=preoperative lumen; B=postoperative lumen; C=postoperative lumen, computed without stenosis) were performed and compared with each other at three time points T1-T3 (T1=maximum acceleration of blood flow; T2=systolic peak; T3=maximum deceleration of blood flow). RESULTS: Postoperatively, disturbance of flow is reduced at the bird-beak location due to change of geometry after TEVAR when comparing A and B. The stent graft protrusion with partial coverage of the origin of the LSA produces disturbance of flow in the LSA. Strong velocity increase and flow disturbance at the location of aortic stenosis compared to no stenosis are found when comparing B and C; however stenosis in the distal descending aorta has no effect on the aortic arch hemodynamics. (Figures  1,2 ) CONCLUSIONS: CFD can help physicians in understanding change in aortic hemodynamics after TEVAR, giving useful information about effects of bird-beak, coverage of the LSA and a narrowed true lumen. 
